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Introduction
A recent WHO declaration1 reports that over 95% of
COVID-19 related deaths in the European Region (cur-
rently the epicentre of the pandemic alongside with
North America) occurred in people older than 60 years.
Elaborating on these figures, we want to make a clear
statement to reinforce the protection of each nation’s
older adults and to promote intergenerational equity and
solidarity. This message deserves to be fully understood
in light of the potential discrimination against older
people in the current public debate regarding the alloca-
tion of scarce medical resources during the present
pandemic.
Priority setting in healthcare, i.e. “the task of determin-
ing the priority to be assigned to a service, a service de-
velopment or an individual patient at a given point in
time” [1], is unavoidable, because the demand for health-
care exceeds resource availability, particularly in pan-
demic circumstances. However, even under conditions
of resource scarcity, priority setting processes should not
compromise the basic human rights to health and well-
being of any stratum of the population, especially that of
older people and other vulnerable groups. Yet, there is a
real risk that the immense pressure on resources exerted
by the COVID-19 pandemic may result in the prioritisa-
tion of key services across different age groups based on
actual or future contribution to society, or on other utili-
tarian criteria.
In this context, older people may be seen as a particu-
larly large and vulnerable group, and one which plays a
less active role in society, especially from an economic
point of view. Therefore, in an attempt to optimise re-
sources, older people might be considered as having a
priori less rights to high-quality healthcare than younger
generations, who tend to be seen as less vulnerable and
more active members of society. On the contrary, we
want to emphasise that resource scarcity and utilitarian
calculus should not undermine older people’s rights to
receive high-quality healthcare: societies have a moral
imperative to protect and respect the dignity and auton-
omy of older people [2]. Moreover, in line with philo-
sophical accounts which regard ‘vulnerability’ as valuable
[3], we also wish to highlight that older people can en-
rich societies.
We are not claiming that age parameters should not
be considered while facing the allocation of scarce
sources. Our aim is to strongly oppose the idea of setting
an a priori age cut-offs to decide who should get access
to healthcare, as such ideas discriminate against older
people. We believe that, especially during the COVID-19
pandemic, there is the need to focus on this issue, since
there are some initial signs of such discrimination. Thus,
we wish to show how these discriminatory phenomena
can cause severe negative outcomes not only from the
moral standpoint of respect for dignity and autonomy of
older people, but also from the utilitarian perspective of
achieving the greatest good for the greatest amount of
people.
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Initial signs of discrimination of older people?
In Italy – one of the first European countries hit by the
pandemic and one among those with a significant pro-
portion of older individuals– SIAARTI2 guidelines on
admission to intensive care units (ICU) envisage (or at
least do not exclude) the possibility of a priori age cut-
offs. The main argument is that elderly patients may
need longer intubation time and have less chance of sur-
vival than younger patients. The argument is also under-
pinned by the utilitarian calculus of maximisation of
benefit for the greatest amount of people [4].
“An age limit for the admission to the ICU may ul-
timately need to be set. The underlying principle
would be to save limited resources which may be-
come extremely scarce for those who have a much
greater probability of survival and life expectancy, in
order to maximize the benefits for the largest num-
ber of people. In the worst-case scenario of complete
saturation of ICU resources, keeping a “first come,
first served” criterion would ultimately result in
withholding ICU care by limiting ICU admission for
any subsequently presenting patient.” (Recommen-
dation 3; their emphasis).
This discrimination against older people seems to have
spread to other countries which are dealing with the
COVID-19 ‘tsunami’. In the US – where there are triage
frameworks which do not categorically exclude large
groups of patients (therefore also older people) [5],
opinion-leader bioethicist A. Caplan, interviewed by a
major national newspaper, makes similar age cut-off
claims (which are also underpinned by utilitarian
calculus):
“Although a patient’s age is not the only consider-
ation, it is one. It would be dishonest if we didn’t
say age is a driver. Age is correlated with resilience.
Because younger patients, in general, get better fas-
ter, they may free up a ventilator more quickly for
the next patient”.3
Moreover, in the US social distancing measures have
been implemented rather late and/or sporadically across
different states (including states with populations older
than the national average)4 effectively putting older
people, and other vulnerable groups, at risk. A common
argument for such inconsistent implementation was the
decision to assign more importance to the economy than
to the health of the population – alongside the ‘false
myth’ that younger people could not develop serious
complications from COVID-19.5
Reviving ideas of a ‘duty to die’?
These initial signs of age discrimination in time of
COVID-19 seem to go in parallel with a contemporary
dangerous trend. There are, indeed, some scholars sup-
porting the idea both of a priori age-based cut-offs for
access to certain kinds of medical intervention, and
preaching that older people should sacrifice themselves
for the good of younger generations. Before the emer-
gence of COVID-19, an American oncologist and bio-
ethicist, E. Emanuel, sparked some controversy [6] after
writing about his plan to self-impose a cut-off of 75 years
for access to any ‘curative’ treatment and accepting only
‘palliative’ treatment.6 Such proposals echoed the previ-
ous 65 year cut-off advocated by D. Callahan [7], and
even arguments about the existence of a duty to die [8].
The common denominators of these positions include
the utilitarian idea that continuing to live after a certain
age can impose significant financial burdens to health-
care systems, as well as financial and emotional burdens
to family and/or caregivers, younger generations, and so-
ciety as a whole. Another denominator is the critique of
the hype around biomedical innovation and the ten-
dency to ‘overmedicalize death’ which may foster illu-
sions of immortality. Finally, these positions share the
idea that living too long can also be a loss for the old
persons in terms of their own quality of life.
The same arguments used by those who sustain those
a priori age-based cut-offs have previously featured in
literature. For example, they are not too dissimilar from
the ones used by Trollope in his 1882 satirical dystopian
novel ‘The Fixed Period’ [9]. Here he depicts a society
that has progressed “beyond the limits of civilisation”
and has agreed upon euthanasia (a “decent and comfort-
able departure”) for the elderly when they reach the age
of 67 and a half.
Unfortunately, the abstract and fictional positions
sketched above are currently being actualised. For ex-
ample, in Texas, Lieutenant Governor Dan Patrick, said
he would be willing to die to preserve the US economy
2http://www.siaarti.it/SiteAssets/News/COVID19%20-%2
0documenti%20SIAARTI/SIAARTI%20-%20Covid19%20-%2
0Raccomandazioni%20di%20etica%20clinica.pdf. SIAARTI is the Italian
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from COVID-19 public health measures: “as someone
who turns 70 next week, he was in the high-risk group,
but [ … ] he was willing to give up his life for his six
grandchildren”.7 In Italy, Father Giuseppe Berardelli, 72,
died after choosing to give his respirator to a younger
coronavirus patient.8
The importance of protecting older people
An important argument against potential age-related eu-
thanasia or suicide and against the dangerous and im-
moral stigmatisation of aging, is the fact that older
people should have the same rights as others to receive
high-quality health care and the rights not to be spurred
– especially by key opinion leaders - to consider their
own death as something good. Moreover, not all (older)
individuals have the same clinical, psychosocial and
other contextual features and expectations. That is, what
could be good for Emanuel, Callahan, Patrick and Berar-
delli may not be good for others. A 70-year-old patient
may have a better chance of survival and benefit more
from intensive or other forms of medical treatment than
a 30-year-old one. Notably there are studies showing
how the so called “oldest old” – i.e. patients 90 years old
or older – with early stage lung cancer can benefit from
surgery [10]. Even in the context of the current pan-
demic, there is revealing news, e.g. in Italy a 101-year-
old man9 and a 102- year-old woman10 have recovered
from COVID-19.
These examples are also in line with the WHO ‘Active
Aging’ policy framework, that is “the process of optimiz-
ing opportunities for health, participation and security in
order to enhance quality of life as people age” [11].
Moral imperative of respect for the autonomy and dig-
nity of old people notwithstanding, discriminatory posi-
tions are problematic also from a utilitarian and
economic point of view. For example, US citizens aged
50 and older represent the 35% of the entire population,
account for 40% of the national gross domestic product,
and contribute 43% of US taxes [12]. While it is import-
ant to honour those who have survived into their later
years for their contributions to family and society, it is
also important to understand the practical and objective
contributions that older adults still make to their com-
munities and their families and, occasionally, even to the
world.
It seems that there is a contradictory attitude towards
the older population. On the one hand, older people are
cajoled, especially for business reasons (the silver econ-
omy); on the other hand, as soon as the younger gener-
ation is under pressure, older people run the risk of
being stigmatised or discriminated [13]. It is also import-
ant to highlight that such forms of discrimination can
pit one generation against the other, seriously impover-
ishing the whole fabric of societies.
Conclusion
Exceptional and austere situations like the current and
previous pandemics can elicit the best and the worst of
humanity. Despite the current COVID-19 circumstances,
or possibly even more so, it is key to shape the public
sphere in ways that allow to recognise both the vulner-
abilities and potentialities of all generations. One way to
do so is to respect the individual person, going beyond
categories such as age or age groups, and to promote in-
tergenerational equity and solidarity by fostering con-
nectedness across different generations.
Caring and protecting older people is not only about
respecting their dignity and autonomy. It opens up in-
valuable possibilities for all generations to engage with
collective memories and traditions – promoting the ex-
change of skills, knowledge and understanding.
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